The stigma of psychiatric illness is a negative factor in its presentation, detection and treatment. Whether in public perception or through media representation, stigma does not differentiate between individual mental illnesses1-3. Spurious associations for example, with the moon (lunatic) and the womb (hysteria)-generate and perpetuate the stereotypes of psychiatric illness. PHYSICAL 
STIGMATA
The label of mental illness changes the perceptions of observers even in the absence of abnormal behaviour4. The negative symptoms of schizophrenia may give rise to poor personal hygiene and unkempt appearance which, in the context of poor social skills or bizarre behaviour, set that person apart. While all psychiatric illnesses may show some outward manifestation, perhaps the most severe of these is the tardive dyskinesia (TD) seen in schizophrenia and its treatment. TD is associated with poor outcome, but it is also an independent predictor of poor quality of life for its sufferers5; even though the patients may not be aware of their tardive dyskinesia6, it reduces their social accept-ability7.
Some are stigmatized by their association with a particular service or location: hospital admission itself has adverse consequences8'9. Factual and fictional accounts of psychiatric settings have perpetuated the public's 'Bedlam' image. Because of these associations, users have called for services to be provided in settings of non-medical activity.10
PSYCHIATRIC STEREOTYPES
In his categorization of movie psychiatrists into three caricatures, Schneider1l has sketched out many enduring traits which can be applied to perceptions of patient populations. The first psychiatrist stereotype, Dr Dippy (crazy and ineffectual), has parallels in references to patients as 'simple idiots' and 'loonies' who interact with normal society on its margins, as figures of fun. The very existence of Dr Dippy, a psychiatrist tainted with the lunacy of his charges, supports the notion of the 'infectivity' of mental illness, seen at its most extreme in the extermination of staff which followed that of patients in Hitler's Germany'2.
Department of Psychiatry, St Vincent's Hospital, Dublin 4, Ireland Dr Wonderful is the good psychiatrist who tries to cure the incurable, but is a solitary figure to be pitied. Its equivalent patient stereotype has the mentally ill as poor wretches who cannot cope with life's adversities: these are the 'deserving mad', figures of sympathy and charity cases.
Dr Evil (the mad professor archetype) is the most negative of Schneider's three stereotypes, where insanity and evil are seen as two sides of the same entity. The mentally ill are volatile, violent, ready to pounce. In cinema, neither film-maker nor reviewer differentiates between psychotic, psychopathic and (just plain) psycho13. With this cinematic pedigree, mental illness as 'violence' has become the standard feature of negative news coverage-62% of all media mental health items in one recent report3. In a survey of families of the mentally ill and their perceptions of what causes stigma, 86.6%, the largest response, blamed 'popular movies about mentally ill killers'14.
A fourth stereotype, common in society but now rare in media coverage, paints the patient as lazy or indolent, unwilling to recover. Basil Fawlty (John Cleese) in Fawlty Towers (BBC TV, 1975) described waiter Manuel's depression as an 'awful self-indulgence'. 'Depression is a very bad thing', he explains. 'It's like a virus. If you don't stamp on it, it spreads throughout the mind, then one morning you wake up and you can't face life any more. We didn't win the War by being depressed!' An extension of this can be seen in press treatments of mental illness as a dishonest excuse: 'RAPIST FOOLS DOCS WITH "I'm Mad" PLEA'1 5.
Negative representations
Examples of these stereotypes in the print media are presented in Table 1 : with one exception, they are from 'quality' broadsheet papers. They vary in tone, but none can be described as promoting a broader understanding of the issues they report. Buscombe defines the media as 'the major source of most people's information about the world or at least about social and political events, as well as the minutiae of personal behaviour and lifestyles'16. For people who have had no direct experience of psychiatric illness, the media are the source for the language, concepts and images of psychiatry. Although in this article I cite examples from newspapers, the major source of this 'information' is television1'3.
One would be mistaken to assume that stigmatization is solely attributable to the media. Often the media reflect (at least in part) views expressed within the medical profession2 17'18. Many diagnostic practices in psychiatry conform to Scheff's labelling theory of deviance. Interestingly, Scheff's fourth hypothesis states that 'stereotyped imagery of mental illness is learned in early childhood'19.
ATTITUDES TO MENTAL ILLNESS
In surveys of attitudes the general public has shown widespread antipathy to the mentally ill3'8'9'20'21. In children negative attitudes have been seen to persist over a decade22, and in adults for 22 years23. Equally consistent are the negative stereotypes recorded by these surveys1-3'20'21. Field studies have shown that apparent mental illness influences both the behaviour of the individual affected and independent observation of it4'8. Adverse attitudes are recorded among landlords9 and parole boards24, with antipathy extending to psychiatric treatments, especially pharmacological ones25.
Medical students share these prejudices to some degree17, though students who reject the stereotypes are more likely than others to choose psychiatry as a career26. The more students know about psychopathology, the less likely they are to stigmatize27. Unfavourable attitudes seem to harden after graduation, with 56% of junior doctors declaring that 'psychiatric patients are not easy to like'17.
STIGMA AND THE INDIVIDUAL
Awareness of stigma causes a sense of shame and difference. While the difference is hard to quantify, it may lead to a belief that one does not belong or 'sticks out' in public. A sense of shame may be provoked by 'experiences which call into question our preconceptions of ourselves and compel us to see ourselves through the eyes of others and to recognise the discrepancy between their perception of us and our own . .. conception of ourselves'28. In one study of severely mentally ill patients' perceptions of their illness and their lives, stigmatization was rated as one of the four major preoccupations29.
General questionnaires of patients' needs have identified public education as a priorityl. For patients, stigma is not an abstract topic but a daily source of distress. Table 2 lists areas where stigma has direct and indirect consequences for the stigmatized.
WIDER CONSEQUENCES
Many of the outcomes identified in Table 2 have implications for the allocation of resources and planning of mental health services. Concerns have been raised about poor recruitment to psychiatry'7'27 and the low levels of funding for psychiatric research 3% of total medical spending in one reportl. Adverse attitudes in society to mental illness obstruct implementation of the 'care in the community' programme20'21. As long as such antipathy to the mentally ill persists, there can be no true rehabilitation. Failure of rehabilitation of chronic psychiatric illness has other economic consequences: in the case of schizophrenia alone, the annual cost (UK) of lost production has been estimated at £1.7 billion30.
CURRENT ACTION
Most mental health teams already practise rehabilitation and education strategies at a local level. Community attitude surveys, with a planned intervention programme, have yielded the dividend of improved social integration2021.
Media-watch studies have been undertaken to quantify representations of mental illness, and these keep the issue active within psychiatry3"15. The Royal College of Psychiatrists, through its public education committee, continues to disseminate mental health information, most notably in collaboration with the Royal College of General Practitioners with the 'Defeat Depression' campaign. A process of destigmatization has begun both within the profession and outside with the work of psychiatristbroadcasters such as Professor Antony Clare.
Parallel to these developments, patient support groups run public campaigns such as Manchester MIND ('Schizophrenia: whose delusion?') and Schizophrenia Ireland ('Not so different') to encourage informed public debate. An audiovisual package for schools has been developed31. Parts of the media have also taken a positive stance: journalists and mental health professionals in Scotland joined forces to produce voluntary good-practice guidelines32.
FUTURE STRATEGIES
No section of either mental health professionals or patient support groups can alone effect a major and enduring Measures of compliance Community attitude surveys Relapse rates/suicide statistics change in public perceptions. A coordinated approach is required, with a common policy and strategy. National campaigns of health promotion through all media should coincide with legislation to discourage discrimination and promote greater equality. Local initiatives seem the best way forward, with specific outcome measures (see Table 2 ) that could be used to record reductions in the overall effects of stigma. In relation to media influences, one strategy would be the setting up of a mental health information service a centralized agency to which complaints (from interest groups) and enquiries (from the media) could be addressed. The technology now exists to respond effectively to adverse items and also satisfy the media's need for instant information.
